The potential for family physicians (FPs) to be self-care coaches for patients with depression was explored within a feasibility study examining lay coach support for selfcare of depressive symptoms in adults with chronic physical illness.
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cultural / spiritual consequences, as well as lifestyle changes required for living with a chronic disease [6] . Depression selfcare may focus on exercise, nutrition, social activation, sleep patterns, adherence to recommended anti-depressant treatments, improving self-esteem, and monitoring physical and emotional states in order to adapt to meet changing needs [7] . Selfcare may be done on one's own, or supported by individuals sometimes called coaches. Definitions of coaches vary [4] , reflecting their diverse skills and backgrounds: e.g. doctors, nurses, health educators, pharmacists, nutritionists, medical assistants, community health workers, or trained lay coaches who may or may not have experienced personal illness [8] .
Family physicians (FPs) may be presumed to be appropriate for coaching self-care given emphasis on continuity of care, knowledge about patients, potential for regular contact, and experience in treatment of chronic illness. An example of a common, serious and often chronic or relapsing illness in family practice is depression, which may co-exist with chronic physical illness [9] . Since depression treatment guidelines encourage low-intensity psychosocial interventions such as those based on principles of cognitive behavior therapy (CBT) instead of antidepressants, [10] supported self-care interventions have been suggested as a treatment option [11, 12] . For example, the British Columbia Practice Support Program promotes collaborative mental health care in which FPs are encouraged to coach patients as part of enhanced client partnership / self-management [13] . In the U.K., regional National Health Service [14, 15] and online Royal College of General Practice programs [16] have been created to help general practitioners develop self-management support and communication skills. The actual provision of such coaching, however, may be challenging. A U.K. randomized control trial comparing those general practitioners who received some training to coach, compared to those who didn't, found no differences in patient outcomes [17] .
We proposed to explore the potential for FPs as self-care coaches by enquiry of FPs participating in our feasibility study in Project DIRECT-sc (Depression Intervention via Referral, Education, and Collaborative Care-self-care), an uncontrolled trial of a lay coach-supported telephone depression self-care intervention (a tool-kit of depression-oriented materials) for people with chronic physical illness and co-morbid depressive symptoms [18] . Objectives were to identify (a) the proportion of FP participants with specific interest in self-care, or in actually coaching it; (b) their knowledge and views about the effectiveness of self-care for depression versus targeted physical illnesses; (c) the degree to which they recommended self-care to patients with depression versus physical illnesses, as well as helping them set self-care goals; and (d) whether their opinions or approaches changed during the course of the study.
Methods

Recruitment of family physicians:
As part of the DIRECTsc research program, the Research Ethics Committee of St. Mary's Hospital Center approved the recruitment of Montreal office -based FPs to participate in a study on lay coach support of self-care by patients who had depressive symptoms and co-morbid physical illness. Fifty FPs were estimated to be an adequate number to meet the objectives of this feasibility study. Projecting an attrition rate of 20%, the recruitment goal became 60 doctors. The names of 2,239 Montreal FPs listed in the directory of the Quebec College of Physicians were assigned sequential numbers. We then generated a list of 400 random numbers, and moved successively through that list in groups of 40 FPs, mailing them letters containing introductory information on the study. They also indicated that a research assistant (RA) would be following up by telephone to request an appointment to discuss the study. At such meetings the RA enquired about and recorded factors that motivated the FPs to learn more about the study. Inclusion criteria were FPs working in English and / or French, in office practice within a thirty minute driving radius from the research center (to facilitate travel of the RA). Interested and eligible FPs were invited to sign the consent form for participation in this non-remunerated study.
Role of family physicians: Over a twelve month period following consent, FPs were asked to (a) help identify practice patients with depressive symptoms and at least one co-morbid chronic physical illness among six targeted ones (asthma, COPD, diabetes, arthritis, heart disease, hypertension), in order that the study staff could approach them for possible participation in a study that was telephone-based, outside of the clinic setting; (b) provide usual care to study patients; (c) self-complete at study entry a piloted, but non-validated questionnaire developed by the research team enquiring into FP demographics, practice characteristics, degree of collaboration with other health and social services personnel, management approaches (recommendation of self-care, or actual assistance with setting self-care goals) for depression and the six targeted chronic physical illnesses, familiarity with self-care, and impressions about its effectiveness; [18] (d) optionally review a binder they would receive containing the self-care tools given to the patients (video, CD, readings, mood monitoring records); and (e) when all patients affiliated with each FP finished their six months of coaching, FPs were asked to complete a piloted 33-item termination questionnaire, again enquiring about FPs' familiarity with self-care, impressions about its effectiveness, whether self-care was promoted in the practice and for what conditions. In addition FPs were asked if during the study there had been any communication between them and the study self-care coaches, whether FPs had reviewed the self-care tool binder, and if they or their patients had initiated discussion about the tools during usual FP care [18] . Finally, FPs were asked if, in the absence of a self-care coach, they would be interested in assuming such a role, Statistical Analyses: Quantitative data on FP attitudes to and experiences with self-care were described as proportions, and McNemar's test [19] was used to assess the significance of the difference between two correlated proportions (based on the same sample). Two-sided paired T-test and McNemar's test were performed for continuous and binary outcomes respectively to assess the significance of changes in FP attitudes from pre-to post-participation. All calculations were performed with SAS software version 9.3.
Results
Family physicians' participation: Letters were mailed to 400 FPs to achieve our recruitment goal. 30% (119/400) of them were non-contactable by telephone and 43% (171/400) were ineligible after contact. Of the remaining 110, 63 (57%) met
What is the potential for family physicians to coach patients' self-care of depression: an exploratory study 55 eligibility criteria, consented to participate, and completed an initial oral inquiry by the RA. Four withdrew before further participation took place. Of the remaining 59 FPs, 51 (86%) completed the entry questionnaire. These respondents were predominantly male (57%), over age 50 (55%), in practice at least 20 years (65%), had previous participation in research studies (77%), and their patients were predominantly middle aged (68%) or older (42%). 63% (37/59) of FPs completed the end of study questionnaire, while 58% (34/59) completed both. For those completing both questionnaires, the mean time between completions was 359 days (range 171-473).
Family physicians' interest in self-care: We explored both FPs' initial and later interest in self-care. Specifically, of the 63 who responded to the RA enquiry about reasons for study enrollment, 43% (27/63) identified interest in aspects of self-care (e.g. appreciation for the concept, interest in tools, a new care option, functions of coaches). In the end of study questionnaire 57% (21/37) of respondents professed interest in providing self-care coaching in their practices if there was no one else to do it. Table I compares interest in self-care amongst those who both completed the initial oral enquiry and the end of study questionnaire. McNemar's test found no significant change in positive interest (p=.796) from study entry (22/37 = 59%) to termination (21/37 = 57%).
Family physicians' knowledge about self-care: Among the 51 FPs who completed the initial questionnaire, 42% and 14% indicated being moderately to very familiar with the use of selfcare for management of chronic physical disease as opposed to depression, respectively (McNemar, p=0.002). A significant difference was also observed for self-care effectiveness: 72% felt it was moderately to very effective for chronic physical disease, compared to 51% for depression (McNemar, p= 0.013).
Family physicians' use of self-care: Of those FPs responding to the initial questionnaire 80% (41/51) indicated they recommended self-care for at least one of the seven illnesses (depression and the six targeted physical diseases), while 67 % (34/51) actively assisted patients in setting self-care goals for at least one of those conditions. Table 2 further summarizes the frequency of self-care recommendations and help in goal setting for specific illnesses. The mean number of illnesses for which self-care was recommended and for which assistance in goal setting occurred was 3.4 and 2.8 respectively. Diabetes was the illness associated with the greatest FP involvement in self-care: 69% for self-care recommendation and 63% for goal setting assistance.
Study impact on family physicians: Of the 37 FPs who completed the end of study survey, 4 (11%) had examined the tool-kit binder, and 3 (8%) had some discussion with their patients about the coaching experience. Further, Table 3 summarizes the findings for the 34 FPs who completed both the study entry and end of study questionnaires. The degree to which FPs promoted or assisted with self-care and goal setting did not change as a result of their involvement in the study. Specifically, using McNemar's tests for binary variable and paired t-test for continuous variable, no differences at alpha = 0.05 were detected.
Discussions
There appears to be need for varied ways of providing primary care for those with depression. Self-care coaching by FPs has been suggested as one such strategy [8, 9] yet selfcare is a complex activity that often exceeds dealing with life style issues (e.g. nutrition, exercise) by addressing challenging issues such as social activation, sleep patterns, adherence to recommended treatments, self-esteem, and monitoring physical and emotional states in order to adapt self-care strategies to meet changing needs [7] . This paper explored the potential for FPs to assume roles as self-care coaches for their patients with depression.
The sample of FPs studied were those who, in the absence of compensation, helped recruit patients with depression and co-morbid physical illness into a feasibility study of lay-coach support for self-care of depression. These FPs perceived self-care for depression to be less efficacious than for physical illness, and irrespective of participation in the feasibility study promoted it less for the former than the latter. Within the feasibility study we generated a broad list of coach characteristics and work conditions seemingly important for successful coaching. However inferential analysis of these items as being present or absent for FPs puts into question the generalizability of FPs taking on roles as self-care coaches for depression. Family physicians' participation: Of eligible, contactable FPs, 57% consented to participation, and 54% actually took part. The literature examining recruitment rates of FPs into research shows wide variability (2 to 81%), [20] [21] [22] [23] suggesting that recruitment in the present study was favorable. The recruited sample of FPs was an experienced one on the basis of years in practice. Given the predominance of older adults in their practices, they were likely quite familiar with care of those with illness chronicity and multi-morbidity.
Conditions
Family physicians' interest in self-care:
The literature suggests that a major factor influencing FP participation in research projects is specific interest in the research topic [24] . One might surmise that of the almost 30% of FPs who received solicitation letters and were later not contactable by telephone, many had low interest in self-care of depression and /or coaching. By contrast, 43% of those who did consent to participate cited that they accepted because of specific interest in self-care and / or coaching. Despite this, such motivation may not have been sustained over the study duration and may help explain why there was no significant increase from study onset to termination in the FPs' estimates of the frequency of their recommendations for self-care of depression or their assistance with self-care goal setting. Those findings may also be attributable to the fact that only with rare exception did they optionally review the self-care tool-kit, or enquire of patients as to their experience with it.
The decrease by 24% in the rate of FP questionnaire completion from study onset to termination may have been the result of new competing time demands over the course of the study. Alternatively, it might be further evidence that FPs' interest in the project was not sustained. Such a dropoff occurred despite study attempts to maintain interest by RA telephone calls and visits, as well as newsletters with motivational themes. Finally, 43% (16/37) of end of study questionnaire respondents indicated no interest in being selfcare coaches in their practices, even if no other individuals were available to do it. However, since there were 22/59 who did not respond to that questionnaire, it is likely that within that group there were additional FPs with low / little interest in being selfcare coaches. Hence the proportion of those not interested in being a coach could range from 43% to 64% (38/59).
Family physicians' knowledge and views about self-care:
On study entry FPs felt the effectiveness of self-care for chronic physical illness was greater than when for depression. This perception appears translated into reported practice: FPs ranked only two conditions lower than depression for recommendation of self-care use, and just three lower than depression for helping set self-care goals. This may reflect a bias or discomfort handling depression, or perhaps a limited understanding of the breadth of depression self-care. The latter hypothesis may be supported by looking at diabetes, the condition for which self-care options and assistance with goal setting were most commonly reported in both the pre-and post-study questionnaires. Is this because FPs' understanding of self-care for diabetes is relatively simplistic, limited to lifestyle issues such as weight loss, exercise, and lower carbohydrate intake? A recent study of FPs approach to diabetic self-care in American rural and small community practices would seem to suggest so since FPs overseeing selfcare of diabetes focused on measures such as glycosylated hemoglobin, to the neglect of patients' issues such as difficulty relating test results to how they actually felt, or to impact of diabetes on work or family relationships [25] .
Characteristics and conditions necessary for successful coaching: There are likely contextual factors in doctor-patient encounters that might limit FPs' interest, ability, or degree of assistance with self-care [26] . Based on our supervision of the study lay coaches, we generated a list of coach characteristics and working conditions: specifically the process and content of coaching, including possible facilitating and inhibiting factors. Appendix 1 lists 28 potentially relevant contextual factors that we summarized under three headings (with some likely overlapping): personal qualities of coaches, relational issues, and functional issues. This collation underscores that self-care support not only requires understanding of illnesses or problems under care, but also ability to suggest self-care tools appropriate to the specific needs of unique patients. It further suggests that coaching skills are required to identify patient learning styles, motivation, and issues related to compliance. Positive coaching attributes would seem to include interest in the activity, ability to be non-judgmental, empathy, nurturing, and capacity for promoting patient empowerment and decision-making. Further, coaches require flexible time schedules to accommodate those of patients, as well as ability to hold encounters to a reasonable time limit. When each factor in Appendix 1 was considered for the likelihood of being present (yes, maybe, no) when an FP was a coach, many factors were rated as maybe or absent. Such inferential analysis adds to the other concerns expressed in this paper about the many limitations to FPs serving as self-care coaches for depression, Study Limitations: As an exploratory study there are a number of potential limitations. First, we were able to study how FPs report handling of self-care, but Project DIRECT-sc was not formally designed to explore whether FPs can effectively coach depression self-care activities. Second, while the FP sample was a random one, its relatively small size may be seen an additional limitation, even though the study does provide a sense of what potential may exist for FPs to coach depression self-care. Third, it is possible that FPs not interested in being involved in the research project would nonetheless have an interest in self-care and coaching of depression. Fourth, since the FP participants were predominantly male, over age 50, and in practice greater than 20 years, it is not clear if the findings would apply to other FP demographic groups. Finally, we used non-validated questionnaires.
Conclusions
Nurses, health educators, pharmacists, nutritionists, medical assistants, community health workers, trained lay coaches, guided e-health, and doctors have been suggested as possible supports for patient self-care. While FPs may be well-placed to coach patient depression self-care activities, our study findings suggest potential FP attitudinal, behavioral, and knowledge barriers to assuming a coaching role. At this time FPs should likely not be considered a consistent or reliable source for selfcare coaches for patients with depressive symptoms, except on an individual doctor to patient basis. To increase participation in self-care coaching for depression, changes in FP training, practice styles, practice support, and remuneration may be required.
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